EMERGENCY MEDICAL SERVICES 1
and other personnel refuse care in specified circumstances (! 1986; Derlet and Nishio, 1990). They may refer patients to m ate settings such as offices of primary care providers, comr centers and clinics, hospital outpatient clinics, or a special serv for minor emergencies, perhaps using an "assistance desk" or cent to the emergency room itself. These referrals are mac signs (temperature, respirations, blood pressure, and pulse) f ceptablc limits or when the presenting complaints are relative other approaches, a primary-care management program may in< trician-galekeeper empowered to authorize ED care (with unai permitted in life-threatening situations); one experience with I however, seemed to result in a large fraction of pediatric "urgent" conditions being seen neither by the ED physician primary care gatekeeper (Shaw et al., 1990).
Finally, by virtue of long waiting times, children may i facto triage and leave without treatment. Generally, this situ; children who clearly were not emergency cases, but in some (he problems will turn out to be urgent or emergent (see, e.£ and Paichel, 1986). Among adult patients leaving an ED seen, serious conditions were common; 46 percent were ju been in need of immediate care, and 11 percent were hospitali next week (Baker ct al., 1991). Even absent serious advcn such a "triage" mechanism, this is not a desirable approach t< the use of EDs and reducing inappropriate use. Pressures conl on F.Ds to be sites where many children seek primary as well care-—well beyond the capacity of better triage systems to liar ter 9, this report returns to the question of the future of EDs.
Triune Decisions Involving More Complex Care At its point, the I:I) must be prepared to identify those children \ beyond llic capacity of the local hospital. Many children can successfully treated in the EDs of smaller community hosp extensive pediatric specialty services. Definitive care for mo and injured children, however, may require transferring th center hospitals. Guidelines to identify those patients shouli Factors such as transport time and available methods of Iran or ground) may need to be considered as well as the severity or injury (Harris et al., 1992).
Guidelines for the transfer process itself should be av; (AAP,  1986; ACEP,  1991; Seidel and Henderson,  1991). ensure compliance with existing laws for the transfer of pa larly the Consolidated Omnibus Budget Reconciliation Acl 1985 (Public Law [P.L.] 99-272) (see also the discussion in terms of physiology and behavior, making their evaluation particularly difficult and anxiety provoking for the staff of general EDs. The signs and symptoms in this group are particularly subtle and difficult to recognize." Because many of the indicators of illness in infants are subjective, Wiebe and Rosen have suggested that EDs that see relatively few children should triage all infants less than six months old to the highest priority category.
